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7.1. Introduction
In 2007 the ‘Longfonds’ (Lung Foundation Netherlands) granted a subsidy to the Department of 
Health Psychology of the Groningen University Medical Center (UMCG), concerning elaboration 
of coping-strategies in patients suffering from COPD (Sanderman,R., Wempe, J.B., Pool, G., 2007). 
Focus of the intervention study was the idea that, besides the inevitable physical burden of 
disease involved in COPD, patients with COPD may perhaps learn to develop more control over 
their physical, cognitive-emotional and psychosocial experiences and initiatives. The present 
intervention protocol specifically focuses on these three areas, while the limitations of COPD 
patients (such as shortness of breath, limited exertion time) were explicitly taken into account. 
The intervention described below is based on literature concerning psychosocial problems of 
patients with COPD, as well as on previous psychological intervention studies among patients 
with COPD. Uniformity in the offering of the intervention enables research into the effectiveness 
of the intervention. That is why the current intervention has been described extensively in the 
form of a manual, including information concerning objectives and activities per session, as well 
as three overarching sub-goals, namely: how to deal with the physical, emotional and relational 
implications of COPD. Furthermore, in order to be able to measure the effectiveness, the 
participating patients are asked to fill in a set of questionnaires, both before, during and after the 
intervention. In the next paragraph information is provided about the background, the rationale 
and the design of this cognitive-experiential intervention protocol for patients with COPD.
Background & rationale of the intervention
The current intervention protocol was developed for the benefit of patients with COPD, whose 
illness has progressed to the so-called ‘GOLD stage 2-4’ (Global Initiative for Chronic Obstructive 
Lung Disease (GOLD), 2018). In this stage of illness patients are usually under treatment of a 
pulmonary physician and/or are more or less regularly admitted into hospital because of an 
exacerbation (a strong revival of the disease). Hence, the burden of disease is currently quite strong 
for these patients. COPD is a lung disease of a progressive nature. Although the advancement of 
the disease as such cannot be stopped by psychological treatment, the coping of a patient with 
the disease affects the number/intensity of complaints and consequently the burden of disease. 
For example, a patient can learn to influence the intensity of his shortness of breath (dyspnea), at 
a specific moment (for example during an exacerbation), or on the long-term (Benke, Hamm, & 
Pane-Farre, 2017; Stoeckel, Esser, Gamer, Buchel, & von Leupoldt, 2018). Besides, a patient can learn 
how to affect the way he deals with the emotional and relational consequences of the disease 
(Wang, Wei, Li, & Li, 2017). Despite findings in the referred studies, we have the impression (based 
on literature, interviews with patients and conversations with other experienced psychologists) 
that COPD patients do experience very limited personal control over their opportunities to 
deal with disease-related problems, and as a result the disease unintentionally may be more 
burdening than strictly necessary (Dowson, Town, Frampton, & Mulder, 2004). The psychological 
intervention as described in this protocol intends to learn the patient recognize which personal 
influence he may have on coping with disease-related aspects, and at the same time how this 
influence can be exerted. The following sub-goals were formulated:
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 a.   Coping with physical implications/ symptoms of the disease
 b.   Emotion regulation concerning the emotional reactions to/ perceptions of the disease
 c.   Relational implications of the disease (concerning the relationship between the patient 
     and his partner or other close ones)
Within this psychological intervention a combination of cognitive techniques (influencing 
thought-patterns) and process-experiential techniques (influencing emotions, experiencing style 
and emotion regulation) is used; also, the role of the social context will be explored (experiencing 
help, communication). Our expectation is that both certain ineffective cognitions, as well as 
inadequate emotion regulation habits, may play an important part in the way COPD patients 
deal with this disease and the associated illness burden. Also, we expect that attention for both 
cognitive patterns as well as emotion regulation habits may have a positive effect on the patient’s 
motivation to be more aware of (the influence of ) his own illness-behavior, and consequently on 
his motivation to influence the personal illness-burden.
 In cognitive therapy the efficacy of the treatment is particularly attributed to the stimulation 
of changing habitual, inadequate thinking patterns (Beck & Geluk, 2011). In process-experiential 
therapy the focus is on experiencing and recognizing (the nature of ) emotions, in order to be 
able to regulate these emotions in a more productive, adaptive manner. In addition, in this type 
of treatment the role of a safe therapeutic alliance is articulated to facilitate the emergence, 
endurance and acceptance of strong (negative) emotions (Elliott, Watson, Goldman, & Greenberg, 
2004). Also this latter type of therapy has been proved to be effective for various groups of patients 
(Emotion Focused Therapy, EFT, e.g. Elliott, 2013; Greenberg, 2017; Mlotek & Paivio, 2017; Timulak 
& McElvaney, 2016). Besides in the current study, EFT recently has been used in combination with 
cognitive therapy (Suveg et al., 2018). Interventions focusing on the social context, particularly 
on the possible partner relationship, pay attention to reciprocal communication-patterns and 
the type of (mutual) social support. Figure 7.1 offers a schematic representation of the dynamics 
of dyspnea (shortness of breath), one of the main aggravating symptoms of COPD, in relation to 
emotions, cognitions, behavior and relational/contextual aspects.
Chapter 7
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Figure 7.1. Schematic representation of the reciprocal relation between intensity of dyspnea and some bio-
psycho-social factors
 For the fi rst sub-goal, inﬂ uencing physical implications, we especially used techniques from 
cognitive therapy. Firstly, to list the patient’s knowledge and thoughts with regard to the disease 
as such, as well as to specifi c disease-related behavior of the patient, and concerning his contact 
with others. Secondly to explore possible alternative behaviors and thoughts. According to the 
principles of the cognitive therapy, the patient becomes aware of the role that certain thought-
patterns can play in dealing with the burden of the chronic disease. In addition, he learns to 
examine and to recognize which thoughts are helpful and which ones are not, and how he can 
steer his thoughts in a more helping, adequate direction. In the current protocol the psychologist 
is free to determine when to use which specifi c technique from the cognitive therapy.
 For the second sub-goal, inﬂ uencing emotion regulation, process-experiential techniques 
are used. In the fi rst two sessions of the treatment the creation of a good working alliance is 
specifi cally under attention (e.g. ‘how do you feel about talking here with me about your illness 
and the way you try to deal with it?’). This also appeals to the patient’s motivation to pay attention 
to his own part in the coping-process. In the subsequent sessions the patient is helped to become 
more aware of the type of emotions the disease evokes, what these emotions mean to him, the 
way he deals with these emotions and alternative ways of coping with these emotions (emotion 
regulation). The psychologist pays attention to a number of ‘relational principles’ (concerning 
Cognitive-experiential therapy in patients with COPD; a protocol
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the quality of the working relationship) and a number of ‘task principles’ (concerning working 
on negotiated tasks and goals see Table 7.1). With regard to working on the emotion regulation 
sub-goal the psychologist pays attention to the emergence of so-called markers (Elliott et al., 
2004); this concerns (verbal or non-verbal) expressions of the patient that refer to an important 
(problematic) emotion, such as, for example, sighing or changing one’s tone and emotional 
facial expression. The psychologist subsequently responds with an intervention concerning this 
particular emotional event, in order to explore the underlying emotion and its meaning, and 
to encourage adequate emotion regulation. Working this way with emotions, it is important to 
realize that intense emotions in COPD patients can lead to serious shortness of breath. This can 
lead to exaggerated avoidance of emotion, or to an uncontrolled emotional outburst. That is why 
paying attention to emotion regulation, e.g. handling signs of emotion adequately, is generally 
important, but also during the sessions.
 For the third sub-goal, influencing the relational implications of the disease, we suggest 
(besides attention for the social context of the patient) the patient to invite his or her partner (if 
available) to attend session 2. Firstly, we expect the partner to play an important role in the way 
the patient deals with the disease in everyday life, like for instance by helping to look for medical 
or other needed assistance. Secondly, the partner has the opportunity to give his view on the 
home situation. Thirdly, we expect the presence or absence of certain forms of support to be of 
influence on the way the patient deals with the disease, and on the discomfort he experiences 
from it. In case a patient states that he does not want his partner to be present during the sessions 
or when a partner states that (s)he does not want to be present during the sessions, their wish will 
of course be respected.
Chapter 7
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Type of principle    Part                             Activities of the psychologist 
Relationship 
principles: facilitate 




Empathic attunement  Let go of presumptions, enter the patient’s experience, 
resonate with the patient’s experience and select and grasp 
what appears to be important or central. 
 
 Therapeutic bond Express empathic attunement to patient through reflection 
and other responses; check accuracy with patient. 
Develop and express caring through acceptance, prizing and 
trust. 
Express presence through emotional contact with patient in a 
real relationship. 
 
 Task collaboration  Develop goal agreement through identifying, understanding 
and supporting patient’s goals.  
Develop task agreement through experiential teaching and 
negotiation.  




work on specific 
therapeutic tasks.  
 
Experiential progress Encourage particular microprocesses appropriate to current 
task.  
 Task completion and 
focus 
Task orientation: listen for tasks, help patient identify key 
tasks. 
Gentle persistence: help patient stay on task and return after 
sidetracks.  
Flexibility: negotiate with when continue task vs. switch to a 
more important task.  
 
 Self-development Empathic selection: listen for and select growth-oriented 
experiences.  
Patient-empowerment stance: encourage patients to consider 




Table 7.1. Some relational and goal principles according to the process-experiential approach
Elliott, et al., 2004, Learning Emotion-Focused Therapy
Cognitive-experiential therapy in patients with COPD; a protocol
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Attention for non-specific therapeutic factors
Besides the use of elements from cognitive-behavioral and process-experiential therapy, the 
psychologist should be aware of non-specific factors; these factors have proved to influence 
therapy results (Elvins & Green, 2008; Trijsburg, 2003). A brief survey of these features is presented 
below.
 With regard to the therapist features, persuasiveness, warmth, empathy, commitment, 
directivity and an expert status have proven to be relevant (Trijsburg, 2003). Empathy for instance 
can be subdivided into appreciating the patient’s perspective, and empathize with the patient’s 
feelings and perceptions and his nonverbal behavior. An expert status (reliable professionalism) 
can be developed by training as well as experience of the psychologist (Norcross, 2002).
 Variables that influence the effect of treatment from the patient’s side are: motivation, trust, 
hope, a certain degree of esteem for the therapist as well as support from the environment 
(Trijsburg, 2003). For instance, a low level of social support can cause the patient to find it difficult 
to proceed the treatment; the presence of social support shows a positive correlation with 
profiting from treatment.
 Within the mutual working relationship between the therapist and the patient, the following 
variables are relevant: contact, interaction, relationship, harmony, and agreement about tasks, 
goals and appointments (Trijsburg, 2003).
Design & inclusion
The intervention consists of six to eight sessions of psychological treatment. The first five sessions 
take place weekly; the sixth session is planned two weeks after the fifth session. If at that moment 
there is still a need for a seventh and/or eighth session, this/these will in principle take place two 
weeks and about two months after the previous session respectively (for the time schedule see 
Table 7.2). The first two sessions with the psychologist can, if applicable in case of exacerbation, 
take place during hospitalization. The subsequent sessions are planned in the outpatients clinic. 
The patient is asked if the partner (if available) could be present during session 2. Concerning 
inclusion, patients with GOLD-class 2-4 can be invited for the intervention. In addition, there has 
to be a certain degree of psychological suffering, which contributes to motivation and adherence 
to the intervention-scheme.  The protocol is not designed for people who:
1. have a life expectancy of less than one year;
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Table 7.2. Survey of sessions (Wknr = week number)
7.2. Manual for performing the intervention
In this chapter the session manual will be described (for health care psychologists, clinical 
psychologists, psychotherapists): how to operate from session to session. The planning of the 
subsequent sessions is described according to so-called ‘in-session goals’: goals particular to a 
specific session. We will indicate what the content of the session is, which methods are used to 
achieve a certain goal, and in what way we try to achieve these goals. In advance, a discussion with 
the patient takes place about the question how he would like to deal with the three overall sub-
goals, which are: recognizing and organizing the personal influence on the physical, emotional 
and relational implications of the disease. This negotiation results in the individual treatment 
goals of the patient. In the next chapter we will explain how throughout the sessions these three 
overall sub-goals can be elaborated, and we will offer some examples. It is important for the 
patient to transpose these general sub-goals to personal treatment goals, to experience them as 
personal issues. In this intervention design, we do not promote homework for the patients, for 
two reasons: 1) from experienced psychologists, working with COPD patients, we learned that 
homework usually is too demanding and hardly ever made; 2) also, we assume that the patient, 
if motivated, spontaneously will pay attention to their personal issues. In the sessions patients 
can be invited to think through certain subjects or to experiment with alternative reactions or 
behaviors in between sessions, but they will be informed also that this is not mandatory.
Session 1
Initial situation
When a patient has signed an informed consent to participate in the current intervention study, 
his medical doctor or general practitioner may refer the patient to the research team, which 
assigns the patient to a trained participating psychologist. The psychologist receives the name, 
address, birth date and medical diagnosis as well as some other relevant data (like medical 
treatment until now, or current home situation). The first session is planned preferably within a 
week after the referral, and takes place at a location that is relatively easily to reach for the patient, 
given his physical condition.
Cognitive-experiential therapy in patients with COPD; a protocol
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In-session goals Session 1
Start with setting up the therapeutic relationship.
Start an assessment of options for psychological treatment of this particular patient.
Check if the patient has an understanding of the reason and goal of the intervention, the role 
of the psychologist, and the content of the presumed treatment agreement.
Check whether it can be of value to invite the partner (if available) to be present at the second 
session.
Content and activities Session 1
A good therapeutic relationship consists, from the patient’s side, of trust in the psychologist 
as well as an active contribution to the treatment goals. The psychologist contributes to the 
building of a good therapeutic relationship by adopting an attitude of safety, empathy and 
support during the talks. In the first session, the psychologist estimates the potentials of the 
starting working alliance between his patient and himself (see Table 7. 3 and Table 7.4.).
The psychologist guides the conversation in a way that after the session an estimate can be 
made about the level of suffering and motivation of the patient, as well as the options to work, 
in a personalized way, on the general sub-goals (within the planned number of sessions). In 
the first meeting no particular intervention is intended yet: working on specific, personalized 
goals is part of later treatment sessions. In the first meeting the psychologist notices which 
personal treatment goals may touch the core of the problems. Invite the patient to talk about 
his situation, e.g. by asking:
how he feels he is doing
which medical treatments he went through because of his lung disease, how often he has 
been admitted into hospital until now, what all this does to him
what his life looks like nowadays, as far as relationships and (daily) activities are concerned
which feelings he has, concerning his having a lung disease
if he had earlier contacts with mental health professionals, such as a psychologist or a 
psychiatrist. If so: is it important to request information about this?
Make sure that the patient understands that the sessions are meant to explore if there are methods 
that would make it possible for him to influence the way he deals with his disease. Furthermore, 
make sure that he understands that the psychologist has a ‘coaching’ role. This means that the 
psychologist does not prescribe solutions, he just investigates, with the patient, which options 
there are in this specific case. Explain that the first meeting is chiefly of an exploratory nature, 
and that in the second meeting personal treatment goals will be at issue, which can be worked 
on in the forthcoming sessions. Check, with regard to the ‘informed consent’, that the patient 
knows that basically there will be at least six, and a maximum of eight sessions of 45 minutes. 
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Patient starts therapy. 
 
Drop-out before first session. 
 
 
Initiating a safe working 
environment.  
 
Patient feels misunderstood, judged or unsafe.  
Patient regards therapist as insincere or untrustworthy. 
Patient perceives empathic attunement as a dangerous intrusion. 
 
 
Locating a therapeutic focus.  
 
 
A therapeutic focus is absent. 
Patient has difficulty finding and maintaining a focus. 
Patient is scattered or generally defers from therapist.  
 
 
Establishment of an agreement on 
therapeutic foci or goals. 
 
Patient is ambivalent about change. 
Patient is not firmly committed to working toward goals related to 
main therapeutic focus. 
Patient sees the causes of his/her problem differently from therapist. 
 
 
Establishement of agreement on 




Patient has difficulty turning attention inward. 
Patient questions the purpose and value of engaging in therapy to deal 
with problems. 
Patient has expectations about tasks and process that diverge from 





At the end of the first session, ask the patient how he looks at a next meeting and what he 
expects from it.
Ask the patient if he would be willing to invite his partner (if available) for the second session. 
Explain to the patient that this invitation is meant to enable his partner to tell how he/she 
experiences the illness of the patient, and (if desired) add the message that this is the usual 
routine, while experience has shown this can be of help. If the patient indicates that he does 
not need or want his partner to be present at the second session, this will be respected.
Set a date and time for the next session, at about one week after the first session.
At the end of this first session, write a summary of the issues that were talked about and
report emotional aspects you have noticed.
Table 7.3. Creating the therapeutic relationship
Elliott et al., 2004, Learning Emotion-Focused therapy 













Confrontation difficulties; acknowledge complaint. 
Withdrawal difficulties: gently and tactfully raise possibility of difficulty to see is patient 






Suggest to patient that it is important to discuss the difficulty, including each person’s part in it.  
Present the difficulty as a shared responsibility to work on together.  





Encourage patient exploration of possible solutions; ask what patient needs. 
Offer possible changes in own conduct of therapy.  
 
 
Table 7.4. Dealing with difficulties in the therapeutic relationship 
Elliott et al., 2004, Learning Emotion-Focused Therapy
Session 2
In-session goals Session 2
Continuation of establishment of a proper therapeutic alliance (see Session 1).
Continuation of listing patient’s problems, complaints and important issues (see Session 1).
Listing of personalized treatment goals and discussing the way to work on these goals.
If at issue (when partner present): conversation with the couple, to obtain supplementary
information about the home situation and types of (reciprocal) social support.
Content and activities Session 2
Ask the patient how he has been doing recently.
Ask the patient how he experienced the previous meeting.
Make clear that this second meeting is meant to collect additional information at session one, 
and to discuss what could be the personal issues and goals for the next four to six meetings.
As a continuation to the first session, ask the patient which (behavioral/practical, emotional, 
social) problems he encounters as a result of the physical symptoms of his lung disease. Try 
to make a connection to the general sub-goals (relate these subjects to issues that revealed 
in the first meeting).
If at issue: Ask the partner how (s)he thinks the patient is doing. Ask the partner about his/
her view, the impact of the patient’s limitations in everyday life at home, the emotional 
consequences for the patient and to what extent the patient receives social support.
Invite the patient, during the conversation, to write down notes concerning his personal 
treatment goals on a card (offer card and pencil). At the end, three goals can be selected; less 
is no problem; more than three goals is not workable, given the number of intended sessions 
and the choosing of an overarching focus. Discuss with the patient in which order the goals 
are to be dealt with during the intervention-process. Consider for yourself, which goal could 
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Session 3 - 5
In-session goals Session 3-5
Monitoring and maintaining a good therapeutic alliance (continuation sessions 1 and 2,
applies to all forthcoming sessions).
Working on the specified treatment goals as agreed in session two (applies to all
forthcoming sessions).
Content and activities Session 3-5
At the beginning of session 3 reflect on the current ideas of the patient concerning the 
treatment goals that were discussed in the second session. Emphasize that you would like to 
hear from the patient, in case he might develop any doubts about the goals and procedure, 
so this can be clearly and freely discussed.
Monitor the quality of the working alliance and be aware of any problems or ruptures within 
the relational process. Possible problems that might occur are listed in Table 7.3. If problems 
occur in the working alliance, please react to them according to the procedures as described 
in Table 7.4.
Check how the patient actively works on the goals that have been agreed, for example by 
asking how he feels end/or is doing with regard to a particular treatment goal. Monitor if there 
is any sign of commitment and progression, concerning the agreed treatment goals; always 
confirm and validate progression.
At the end of every session ask the patient:
1. In this session, did anything happen that was important or helpful to you?
If so, what was it about? (explore)
2. In this session, was there anything important or helpful to you, in the way we explored or discussed 
issues, so ... in our contact? If so, what was it about? (explore)
3. In this session, did anything happen between us that was negative or hindering to you?
If so, what was it about? (explore)
At the end of every session ask the patient: to point to what is most important to ‘take away’ 
from this session.
Session 6/7/8 (follow-up and closure) 
Goals session 6/7/8
Evaluation of the prior sessions, referring to previously stated goals, in an informal,
conversational way; take care that the patient feels ‘at home’ with his own issues.
Reflection on the near and further future of the patient.
Ending therapy: conscientiously saying goodbye to the patient: what does it mean,
concerning this particular patient, to take leave?
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Content and activities Session 6/7/8
Return to treatment goals: reflect, together, on the experiences of the patient, with regard to 
the content and depth of the conversations, concerning his core issues (content) and the way 
he explored alternative ways to cope with cognitive and/or emotional patterns (process). Ask 
the patient about his experience of the sessions: what was most worthwhile. List the issues or 
moments that were important to the patient.
Enabling the patient to reflect on his near and/or further future. Encourage paying special 
attention to ‘elements’ of the conversations that the patient would like to take to the future.
Saying goodbye to each other, in such a way that the patient – if possible - leaves with a 
satisfied feeling on this personal process after the last session. Encourage exchange of how 
the patient experiences the finishing of this intervention-process and how he feels about 
saying goodbye.
7.3. Procedure and process handling with regard to the treatment goals of the patient: 
physical, emotional and relational implications
7.3.1. Sub-goal ‘physical implications’
Sub-goal: the patient recognizes that the burdening level of specific physical symptoms can be 
(at least partially) influenced by himself; he explores and recognizes in what way he can take a 
certain level of control.
Content and activities
The opportunities for personal control of the patient with regard to some physical symptoms 
of the disease consists of regulating breathing behavior and physical activity (too excessive 
or too little). The patient learns to recognize to what extent he can recognize and control the 
degree of dyspnea and his exertion capacity. During the first and second session the psychologist 
already got an impression of the patient’s cognitions and emotions with regard to the physical 
implications and symptoms he deals with. Subsequently, the psychologist continues to list 
these disease-related cognitions and emotions with the patient in one or more sessions. Most 
important regarding this issue is the degree of personal control. Especially cognitive interventions 
are applied here.
First give information about the issue of ‘illness-related cognitions’, for which the text of 
Appendix 1 can be used.
After explaining the role that thoughts (cognition-patterns) play, list together with the patient 
a number of his illness-related cognitions by asking about the cause of the disease, the 
occurrence of physical symptoms that are caused by the disease (identity of symptoms), their 
progression, the implications of those symptoms for the patient and the personal control he 
presumes to have on the symptoms and implications (illness representations, see Leventhal 
et al., 2016; Achstetter et al., 2016; Pool, 2010). Relate these issues to some of the contents of 
session 1 and 2. After this, assess together with the patient the way in which ‘irrational illness 
-cognitions’ can have a negative effect on the way the patient deals with the disease. See Box 




















Concerning the cause of the disease: ‘My illness was caused by difficulties with my husband and my son’. 
Concerning the identity of the disease: ‘My lung disease caused my bellyache’. 
Concerning the implications of the disease: “I do not want to be ill, I want to smoke and have my drinks”. “I am 
unable to do anything.”. “I have no quality of life”. 
Concerning the progression of the disease: ‘If my disease gets worse, it must be cancer’. ‘Maybe my illness 
will soon be over since I am in hospital now’. 
Concerning the degree of personal control of the disease: ‘You can’t control it in any way, it’s just a fact of 
life’. ‘It’s useless trying to do something about it yourself, it would be a waste of energy’.  
 
                      
           
                       






Then, use a cognitive technique (‘challenge thoughts’) to check with the patient whether the 
illness cognitions that were judged as ‘not helpful’ are valid or non-valid. The focus should 
be here on cognitions that concern the degree of the (lack of the) patient’s personal control 
on the symptoms-level and consequent physical implications. The cognitions of the patients 
with regard to the cause, identity, implications and progression of the disease can obviously 
be of influence on, or be connected to, the cognitions of the patient with regard to the degree 
of personal control. According to the psychologist’s judgement, he should determine which 
cognitive techniques he wants to apply at which moment in the session, to explore with the 
patient to what extent and in which way the patient can exercise more control on physical 
symptoms and other implications. For this, use Table 7.6 which shows a number of cognitive 
techniques, as well as examples of the application of these techniques.
If, after the ‘challenging’ of the cognitions, the patient basically expresses signs of being able 
to achieve influence, encourage him to actively practice this ability to influence. Be attentive to 
(paradoxical) problems that might arise by him doing so, both in a practical and an emotional 
sense.
Table 7.5 Examples of illness-representations of COPD patients 
Leventhal et al., 2016









Listing of evidence  This is to outline which evidence supports the thought and which evidence contradicts it. Besides, the 
psychologist can ask about alternative interpretations.  
Socratic dialogue  The systematic asking of (open) questions, which will make the patient aware of the occurrence of automatic 
thoughts and dysfunctional assumptions. Besides, more rational thoughts can be put into words. Many 
socratic questions begin with: what, when, how, where, which and how many. 
Gathering 
information  
This means that the patient will gather objective knowledge, which will enable him to investigate the 
legitimacy of certain thoughts.  
Behavioural 
experiment 
In the behavioural experiment data is collected about empiric support for a certain view. Prognoses are 
compared to the results of the experiment. An important principle is that experiments cannot fail, because 
they always produce information. If you choose to apply the experiment in the treatment, make sure it does 
not become an assignment, for this is not consistent with the agreement that patients will not get any 
homework, as described earlier. If you deem it advisable that a patient would try something out in everyday 
life, then let him know in an informal way. For example, put it like ‘maybe you would like to try this’ or 
‘just see if at any moment you might feel like trying this out’. 
Pie chart technique The patient is encouraged, for example, to assign a proportional part of a ‘pie’ to all factors that are (were) of 
influence on the beginning and progression of the disease. This technique can also be used to help the patient 
to set targets. In that case two pies are used: one for the ideal situation and one for the actual situation.  
Cost-benefit analysis First two columns are made, one for the advantages (benefits) and one for the disadvantages (costs). First the 
advantages are listed, then the disadvantages. The patient can assign values to the advantages as well as the 
disadvantages.  
Worst case scenario  Automatic thoughts are not challenged directly, but the patient’s ideas about everything that might happen 
will be analyzed. The objective is the patient’s realization of what could be the greatest disaster that could 
happen and of his realization of his own exaggeration.  
Role play  In the psychological treatment the role play can be used to come to new interpretations or to practice specific 
skills. As far as social situations are concerned, the patient can first play himself and then the other person, 
which makes it possible to track certain thoughts.  
Table 7.6. Examples of cognitive techniques
Beck & Geluk, 2011, Bögels & Van Oppen, 2015
Examples of ‘physical implications’
Below some examples are listed of situations that can be influenced by the patient.
Example 1. Recognizing warning signals
COPD patients can experience ‘warning signals’ at the moment their disease deteriorates 
(exacerbation). Examples of these warning signals are increasing fatigue, a reluctance to engage 
in certain activities, such as walking up the stairs. However, many patients are not aware of the 
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existence these warning signals and do not recognize the signals. When the patient starts to 
recognize the existence of warning signals, as a result of the conversations with the psychologist, 
he can visit his GP in proper time, or take action otherwise and thereby possibly prevent 
exacerbation and hospitalization. Cognitive techniques that may be of help for patients to gain 
insight in the meaning of ‘warning signals’ are: the Socratic dialogue, collecting information. On 
the other hand, some patients will pay too much attention to their physical sensations. These 
patients can be helped to find a middle way between ignoring and lingering over physical 
complaints.
Example 2. Recognizing provoking circumstances
Some COPD patients are sensitive to specific stimuli. For example, they respond with a sudden or 
sometimes delayed shortness of breath to cigarette smoke, perfume, cleaning products, humid 
or dry weather, or temperature differences. In some specific situations these stimuli may occur, 
e.g. in a company of smokers or in shopping areas. Especially COPD patients who recently were 
diagnosed with the disease, often have no knowledge about such breath-trebling provoking 
circumstances and of the idea that it could be helpful to avoid these contexts. Cognitive 
techniques appropriate to make the patient aware of ‘provokers’, and how to avoid them are: the 
Socratic dialogue, behavioral experiment, cost-benefit analysis, collecting information, the ‘pie 
chart technique’.
Example 3. Recognizing boundaries
Some COPD patients try to keep functioning at a certain (high) level, despite their physical 
problems. Often COPD shows an erratic and progressive course, which means that physical 
complaints can vary daily or weekly, and may exaggerate. Maybe the patient does not recognize 
the changing or progressive course, or maybe he has cognitions about a ‘obligatory’ minimal 
level of functioning that is higher than he is actually able to manage. The psychologist can assist 
the patient to recognize if a changing and/or progressive course is indeed occurring, and try to 
identify barriers and/or find ways to adjust the level of activities accordingly. Cognitive techniques 
appropriate in this case: cost-benefit analysis, Socratic dialogue, collecting information, behavioral 
experiments.
Example 4. Recognizing the role of breathing behavior
The way of breathing can affect the level of the experienced dyspnea (shortness of breath) for 
a patient with COPD. The psychologist can point to this aspect and ask what the patient knows 
about exercises, or encourage the patient to seek help for exercises (e.g. from a physiotherapist); 
or to explore alternatives in breathing behavior. Techniques that may help to make patients more 
aware of the role of their breathing behavior and their own options for more control are: collecting 
information, behavioral-experiential experiments, Socratic dialogue about the vicarious circle of 
anxiety and breathing-habits.
Example 5. Recognizing the role of relaxation
Relaxation exercises have a positive effect on the level of dyspnea for COPD-patients with 
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Use cognitive techniques in order to: 
1. List illness-related cognitions 
2. Outline the patient’s influence on the symptoms and physical implications 
3. Encourage the patient to put his personal control into practice 
 
 
dyspnea. Trying to relax during activities may have a positive effect, for instance because this 
can reduce feelings of anxiety and produce calm and slow breathing. It is important that COPD 
patients learn to recognize the effect of relaxation. Cognitive techniques appropriate to be used: 
collecting information about the role of relaxation and the opportunities for exercising, Socratic 
dialogue about the connection between dyspnea and relaxation, behavioral experiments, the pie 
chart technique. In case a patient expresses a need to learn a relaxation exercise, the psychologist 
can teach him the progressive relaxation method of Jacobson.
Table 7.7. Summary of activities for the sub-goal ‘physical implications’
7.3.2. Sub-goal ‘emotion regulation’
Making the patient aware of the emotions evoked by the (stage of ) disease and the way he copes 
with these emotions. Explore how, or encourage how the patient can express and deal with these 
emotions in an adequate way.
Content and activities
Dealing with illness-related emotions means that the patient experiences emotions caused by 
the actuality of the disease, recognizes these emotions as illness-related troubles and is able to 
reflect and/or communicate about them, e.g. in imaginations, thoughts, words, or other (self-) 
communicative expressions This reflective process helps to learn to regulate emotions in an 
adequate way. During the first two sessions the psychologist already has got an impression about 
the way the patient deals with emotions. During the subsequent sessions the psychologist can 
continue to survey how the patient deals with his emotions. The patient may be assisted to utilize 
he meaning of emotions in an adequate way, for example as follows:
Give information about the informative impact of emotions. For this, one can use
Appendix 2. After discussing the general role of emotions, discuss with the patient the idea 
that the process of a lung disease goes hand in hand with emotional processes. Use examples, 
statements or nonverbal signs of the patient to validate this idea. Validate anyway here-now 
emotions of the patient, during the conversation. Then discuss which important core emotion 
may be worth further exploration in the session. For this, use Table 7.8. It is important that the 
patient understands that several kinds of feelings are a quite normal response to having this 
particular disease, and also: that the way the patient deals with these feelings can make a 
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Markers   Response of the psychologist  Goal of the response  
    
 
The patient expresses anxiety, 
anger, sadness, sorrow or another 




The psychologist confirms and 
validates the emotion.  
The psychologist asks about  
experience of the emotion in the 
here and now.  
 
 
The patient recognizes (the 
occurrence of) the emotion. 
During the session the patient 
experiences the emotion somehow.  
 
 
The patient experiences anxiety or 
another emotion and expresses this 





The psychologist asks about the 
presence of an emotion.  




The patient recognizes the emotion 
and puts it into words. 
 
No marker of emotion, although it 
was to be expected. 
 
The psychologist asks patient about 
the presence of any emotion.  
 
The patient does recognize the 
emotion after all and says something 
about himself suppressing it. 
 
 
The patient expresses vague 




The psychologist encourages  
patient to find a word or an image 




The patient searches for the essence 
of the emotion and puts this process 
into words.  
 
Before going into the nature and importance of a specific emotion any further, talk about 
the shortness of breath at that very here-now moment and about a possible influence of the 
actual conversation on this. One can first use a relaxation exercise and exchange whether/
how to continue this communication about current emotions (try to actualize the her-and-
now process). Always be alert to any deterioration to the patient’s breathing during the 
session and pay adequate attention to this feature.
Table 7.8 Examples of markers and corresponding interventions by the psychologist
Elliott et al., 2004
Examples of ‘emotion regulation’
A survey of frequent emerging emotions of COPD patients, as well as corresponding samples 
of discussions during psychological treatments in which process-experiential techniques were 
applied, is given below.
Example 1. Anxiety
Patients with COPD may experience a lot of anxiety: the continuing experience of not getting 
enough air can be very frightening, physically as well as emotionally. It can cause patients to 
panic or to be afraid of swallowing. Although hardly ever COPD is fatal, patients do not know 
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about this: even with little air most of the time a patient will not suffocate, with exception of 
some COPD patients in a terminal stage. For some patients the fear of suffocating is worse than 
the disease itself, and this expectancy itself may worsen the patient’s condition. In addition, COPD 
patients can be afraid of the future, and fear a (realistic) deterioration of the disease. Some patients 
hardly or not at all express their feelings of anxiety, e.g. because such expressions/conversations 
make them short of breath, or because the environment reacts negatively to such expression. 
For a COPD patient it can be a relief to discover that he has a certain control over the way he 
experiences and expresses his feelings of anxiety (emotion regulation).
Part of a discussion:
Patient: ‘I have no idea what my future looks like. I have decided not to think about it, it is too scary.’ 
The patient looks away and for a while keeps staring outside (marker 2 in Table 7.8).
Response of the psychologist according to option a: ‘So what do you feel, thinking about the future?’
Patient: ‘I am afraid’ (marker 1 in Table 7.8).
Response of the psychologist according to option b: ‘I notice that you look away while are saying this 
... I wonder, looking at you: how does it touch you?’
Patient: ‘Yes, my future is so uncertain ...’
Response of the psychologist according to option a: ‘What feeling does it evoke in you, your uncertain 
future?’
Patient: ‘It scares me’ (marker 1 in Table 7.8).
Response of the psychologist according to option b: ’What is the message of your face looking away, 
what is this movement saying here?’
Example 2. Sadness
Sadness is another regular emotional state among patients suffering from COPD. It can be 
caused by feeling of loss and be connected to uncertainty and powerlessness. Especially during 
hospitalization patients can feel uncertain, powerless and dependent. Also here it can be helpful 
that patients learn to recognize and accept these feelings as normal responses to having this type 
of illness, to validate them and teach them how to deal with these feelings in an adequate way. 
Part of a discussion:
Psychologist: ‘Did the disease at any moment evoke emotions in you, recently or earlier?’ 
Patient: ‘For months everything can be okay, but then sometimes things are not going too well’ 
(marker 4 in Table 7.8).
Response of the psychologist: ‘Can you tell what you exactly mean by ‘sometimes things are not 
going too well’?’
Patient: ‘I’m going through a bad patch then.
Response of the psychologist (showing empathy): ‘How does it feel, going through a bad patch?’ 
Patient: ‘Like everything feels bad then.’
Response of the psychologist: ‘Hmm (validates) ... and how do you feel right now?’
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Example 3. Anger
Patients can have feelings of fury or anger when confronted with limitations the disease imposes 
on them, or when they realize that some limitations are irreversible. Anger, too, can be a feeling 
that patients have not or hardly learned to express adequately.
Part of a discussion:
Patient: ‘Every time I have ‘to take prednisone, I get angry’ (marker 1 in Table 7.8).
Response of the psychologist according to option a: ‘Seems very frustrating to you?’ Patient: ‘Yes, and 
especially so because apparently my body lets me down again.’ Psychologist: ‘How do you deal 
with this anger?’
Patient: ‘I just try to get rid of it, to think of other things, otherwise I would only feel worse.’ 
Psychologist: ‘How does it feel, not to express your anger?
Patient: ‘Well, yes ... it’s hard, I feel tense.’
Psychologist: ‘What do you need, maybe, when you are that angry?’
Patient: ‘That’s a difficult question ... actually... maybe I would like to throw out my anger ... but I 
don’t dear to, because I think this would make me feel worse, or more tired ... ‘ 
Psychologist: ‘So this is a kind of dilemma for you, a sensitive issue ...’
Example 4. Sorrow
Sorrow can, in some cases, be considered, and validated as a mourning reaction: COPD patients 
sometimes experience/undergo a lot of losses, in different areas (e.g. body, self-esteem, work, 
hobbies, social contacts). It can be helpful if the patient realizes that feelings of mourning are an 
expression of the more or less concrete losses he undergoes and of the subsequent feelings; that 
this is quite normal considering the situation. Sorrow can go together with several emotions, and 
also with feeling down, tired and/or alone. It is important to recognize these feelings, this may 
help relax and to be able keep moving on.
Part of a discussion:
Patient: ‘Sometimes I feel like everything is lost and and my future is empty – what has remained 
of me?’
Psychologist: ’Sounds like a kind of weeping, mourning ... when you say ‘what has remained of 
me’?
Patient: ‘Comes very close to me, when I hear you say that, but ...... it feels like that, I’m sorry’
Psychologist: ‘I imagine in such situation one needs kind of comfort or solace .... What do you may 
be need most now?’
Patient: ‘I never think about myself that way .... Maybe being respected, still of worth – (emotional) 
I really doubt that...’
Cognitive-experiential therapy in patients with COPD; a protocol
527918-L-bw-Maters






First make sure the patient is able to respond adequately to an attack of dyspnoea, might 
this occur during the session. 
Then apply process-experiential techniques in order to:  
1. list what the emotional implications of the disease are 
2. discuss how the patient deals with these emotions  
3. encourage the patient to handle and use these emotions in an adaptive way  
Table 7.9. Summary of activities, sub-goal ‘emotion regulation’
7.3.3. Sub-goal ‘relational implications’
Listing the relational implications of the disease as experienced by the patient and, if necessary, 
reflecting on ways to get or exchange more adequate social support.
Content and activities
Adequate social support consists of behavior and verbal contact by people living close to the 
patient (including the partner), which are experienced as helpful and supporting by the patient. 
The degree and quality of the experienced support is outlined by discussing these issues with 
the patient and, if present, his partner. If the support appears to be inadequate (e.g. too little/ 
too much concern), psychologist and patient, possibly together with the partner, discuss which 
options there are to change this and how the patient himself could operate in this. Especially 
cognitive techniques are applied here.
Start by making an inventory of the patient’s social network. Make sure you know whom 
the most important supporting people in the patient’s life are (maybe note names). Ask the 
patient to indicate in a drawing where these important supporting people are positioned in 
relation to himself, on a form intended for this purpose (Appendix 3). Remember: the closer 
the patient puts someone to the middle of the circle, the closer he considers this person to 
be to himself. Ask the patient to explain why he puts specific people on a certain spot in the 
circle.
If the partner is also present, ask her/him what it means to, or evokes in her/him that her/his 
partner has this disease and how (s)he (the partner) deals with that. If the partner has been 
present at the second meeting too, try to connect to the subjects, thoughts and feelings of 
that meeting in this context as much as possible.
If the patient appears to feel displeased or uneasy with the kind of support he gets, ask him 
what he wants, and how in his view this could be achieved. Be alert then to possible irrational 
cognitions.
If the rationale of the cognitive approach not yet has been discussed in earlier sessions, than 
discuss this now with the patient, using Appendix 1. Determine which cognitive techniques 
you want to use, at what moment, to examine with the patient to what degree and in which 
way he can influence the support he gets. For this you can use Table 7.6, which shows some 
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Examples of ‘relational implications’
Some relational issues occur regularly in the context of COPD patients. Below a survey of these 
issues is listed, including some methods the patient may be can use to get control. Also, some 
statements are presented, as examples of how relational issues may be experienced or perceived 
by patients with COPD.
Example 1. The relationship with the partner
A disease like COPD can have a great impact on the relationship with the partner. For example: 
couples are restricted in undertaking activities together; their division of roles and their sexual 
relationship sometimes changes, or gets skew. Sometimes the communication about the disease 
as such and the consequences of it breaks down, and sometimes partners work hard to invest in 
providing support, but in an inadequate way. By learning how to be open and sincere about his 
condition, by reflecting on what kind of support would be helpful to him, and by exploration of 
how to express this in an adequate way, the patient may develop imaginations and idea’s on how 
to influence the support he needs from his partner (and/or other people close to him). Cognitive 
techniques can be used by the psychologist to make the patient aware of these issues, and to 
challenge irrational cognitions; e.g. Socratic dialogue, behavioral experiments, the ‘worst case’ 
scenario, cost-benefit analysis, and roleplaying.
Example 2. The relationship with other relatives, and friends
In their relationship with relatives and friends COPD patients can experience difficulties too. They 
may be surrendered to limitations and difficulties, where it concerns visiting friends or relatives, 
because of their symptoms, or because of negative stimuli like smoke or baking odors. Moreover, 
COPD patients frequently have to cancel appointments, as their situation has changed. Sometimes 
they have difficulty in being assertive (for example, to be disappointing, unreliable, or worthless), 
whereas having this disease sometimes needs them to be assertive. Also, they often experience 
misunderstanding, or loose social contacts while their input in conversations gets more and more 
restricted. If so, it is important to list such consequences and to validate the current attempts of 
the patient to deal with these issues; but also, to reflect on the adequacy of the current thoughts, 
feelings and behavior and discuss alternatives, for instance by being sincere and accepting about 
the nature of his condition, and by letting other people know about this and what is helpful and 
what is not. The cognitive techniques mentioned at example 1 can be used here too.
Statements of COPD patients on relational implications
‘I am seriously ill, and they should show consideration for me ... but my relatives, friends and 
acquaintances do not always understand this, because I still look pretty healthy.’
‘Also, I have to make choices whenever there is a party, or a wedding. I need to consider pros and 
cons then, such as: is it worthwhile to go and as a consequence to spend a full night coughing? 
But sometimes people don’t take no for an answer, and then I do go...with a lonely feeling’
‘Shortly after my diagnosis relatives and friends did ask me how I was doing, but they stopped 
doing so a long time ago, always the same story... Sometimes that’s hard for me. It feels like they 
are not interested in me anymore.’
Cognitive-experiential therapy in patients with COPD; a protocol
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Use cognitive techniques in order to:  
1. Outline the type and degree of social support 
2. Provide insight into the efficacy and efficiency of this social support 
3. Develop skills to communicate about, and receive adequate social support 
‘The past seven years I went through a lot.Some people in my surroundings didn’t believe there 
was really anything wrong with me; sometimes they even challenged me. That feels brutal and 
humiliating...’
‘My computer stands for me as the connection to the outside world; it’s impossible to imagine my 
life without it, I would be lost.’
Table 7.10 Summary of activities for the sub-goal ‘relational implications’
7.4. Evaluation of the intervention
There are several options for the evaluation of the intervention process: clinical evaluation per 
session, evaluation by means of previously defined outcome measures, and process evaluation. 
In this chapter we describe these evaluation methods.
7.4.1. Clinical evaluation per session
At the start of each conversation the psychologist may ask if, as a result of the previous session, 
any thoughts or experiences have remained, that still need attention. At the end of each session 
five minutes should be reserved for asking about how the current session was experienced, and 
if there were moments in this session (positively or negatively) that the patient especially keeps 
in mind. At the end of the session a next appointment is made (sessions 1 through 5). In the last 
session (session 6, if desired session 7 or 8) ample time is reserved for the clinical evaluation of the 
treatment as a whole (e.g. 15’’-20’’), related to 3 sub-goals:
a.   the physical implications/ symptoms of the disease
b.   emotion regulation with regard to the emotional response to/ perception of the illness
c.   the relational implications of the illness (with regard to the relationship between 
      the patient and his partner, or other close people)
Furthermore, attention can be paid to the future: how can the patient apply the issues handled 
during the intervention period in everyday life, how can the patient autonomously keep paying 
attention to his physical, emotional and social-relational well-being? This information can be 
included in a written report about the results of the intervention.
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7.4.2. Evaluation by means of previously defined outcome measures
In the intervention study that this protocol is part of, we inquired if the psychological treatment 
could have a positive effect on a number of outcome-parameters. We consider the ‘degree of 
experienced shortness of breath’ (dyspnea) as the primary outcome measure. For this, we used 
the Chronic Respiratory Questionnaire (CRQ) in this study, a frequently used measuring instrument 
in COPD care, designed to measure the quality of life (Schunemann et al., 2005). The CRQ has four 
sub-scales: dyspnea, fatigue, emotions and control (‘mastery’). As secondary outcome measures 
we chose the patients scores on an anxiety and depression questionnaire, the Hopkins Symptom 
Checklist-25 (HSCL-25, Derogatis, Lipman, & Rickels, 1973), the exercise capacity of the patient 
(determined by means of a walking test), the overall quality of life (measured by questionnaire) 
and the quantity of the patient’s health care usage (e.g. the number of hospitalizations in the 
year after the start of the intervention). We wanted to inquire if the changes in patient scores in 
the outcome measures above, after participation in the described intervention, relate to changes 
in illness perception, an increase in the experienced degree of control of one’s own health 
(perceived health competence) and an increase in mastery of one’s behavior that may control the 
disease (self-efficacy). The questionnaires mentioned above will be sent to the patient on paper, 
from a research assistant. It is important that the psychologist knows that his patient is subjected 
to these questionnaires. During the treatment he does not need to take action in this, but if 
the patient asks questions about them, the psychologist can let him know that although he is 
familiar with this feature, he will not take any notice of the contents completed forms, to prevent 
endangering the neutrality of the study. If desired, the patient can contact the research assistant 
about the questionnaires.
 To be able to make reliable assertions, based on statistic power analyses, a sufficient number 
of participants is required in both a control and an intervention group. Power analysis has shown 
that for this research in total at least n=160 patients need to participate of which, after informed 
consent, n=80 should be randomized to the control group and n=80 to the intervention group.
7.4.3. Process evaluation
Finally, for the benefit of the research, a process evaluation has to take place, in order to follow 
the therapy process. The sessions are to be recorded by means of audio or videotapes, in order to 
observe to what extent the treatment has been applied as described in the protocol (‘treatment 
integrity’). In the ‘informed consent’ form the patients have been asked whether they agree with 
this. The psychologist is skilled in operating the recording equipment.
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Appendix 1. Rationale of the cognitive approach (explanation for the patient)
People who suffer from a chronic disease have certain thoughts about their illness. These thoughts influence 
the feelings that go together with them, as well as the way the patient deals with the disease (the behavior). 
For instance, a patient can have certain thoughts about what the disease implies, what the cause of the 
disease is, what the future course of the disease will be, and which influence the patient can have on the 
course of the disease and its symptoms. (To the patient:) Do you recognize this?
Sometimes the thoughts people have about their disease are not realistic, which means their thoughts do 
not correspondent with actual facts, or are exaggerated or, the other way around, minimalized. Still, such 
‘nonrealistic’ thoughts do affect someone’s behavior and feelings, and in relation to that can be ‘not helpful’, 
inadequate, or mal-adaptive. Also, vice versa, feelings and behavior can cause someone to have particular 
(irrational) thoughts. You can learn to become aware of your thoughts, and by doing so learn to recognize 
which thoughts are helpful/adaptive and which are not. Likewise, you can learn to turn ‘unhelpful’ thoughts 
in another, alternative direction. You can learn to be more in control of your own thoughts. In this session 
and maybe in the coming sessions we will work on this.
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Appendix 2. Rationale of the process-experiential approach: dealing with emotions
Emotions have a number of functions:
 1.   They show something important is going on in our lives
 2.   They tell us what we need
 3.   They give us a feeling of ‘existence’, being there
People with a chronic disease can experience all kinds of emotions, because of their disease. For 
instance, they can feel afraid, angry or sad. These are normal responses to having the disease; the 
emotions tell you how you experience the situation and what is important to you in this. These 
emotions can vary from person to person. Similarly, the way people deal with these emotions 
varies. For instance, some people suppress their emotions as much as they can and they do not 
want to talk about them, because for them these emotions are ‘heavy’ and they fear not be able 
to handle them. On the other hand there are people who like to talk about it all with others, 
because by going through their emotions they get a clearer view on themselves. It is important 
to know how especially you, being this particular person, deal with your emotions and if and how 
your way of dealing with them helps you in your present situation; the way you deal with your 
emotions influences the burden that your disease imposes on you.
In our sessions we will pay attention to your emotions and the way you deal with them.
Cognitive-experiential therapy in patients with COPD; a protocol
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Appendix 3. Circle to outline social support
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